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Introduction 
Takayasu’s arteritis is a chronic inflammatory 
vasculopathy. It commonly affects large blood vessels 
like aorta and its branches. Disease prevalence is more 
in women in second to third decade of life. Higher 
frequency of diseases has been noted in in Japan, 
Southeast Asia, India and Mexico. 
Takayasu’s arteritis can present with various 
neurological complications. Stoke is prominent of 
these, it is noted in 10% of patients.1 stroke in 
Takayasu’s arteritis are mainly due to fibrosis and 
thickening of arterial walls. Takayasu arteritis having 
initial manifestation of stroke is uncommon.2 Here we 
present a case of stroke in young female in whom 
diagnosis of Takayasu’s arteritis was considered. 
 
Case report 
A 22 years old female, unmarried, resident of Jhelum, 
bank worker by profession, belonging to middle socio-
economic status, having pollen allergy with no known 
pre-morbids. She presented in Emergency Department 
with complaints of weakness of left upper and lower 
limb that followed short episode of loss of 
consciousness. The duration of unconsciousness was 
few minutes. For few hours afterwards she remained 
confused. At that time left sided weakness was noted. 
For last 3-4 months she was complaining of on and 
numbness of left arm for which medications were 
taken from local hospital and patient condition 
improved. There was no history of fall, fever, trauma 
to head and neck, fits, headache, vomiting, urinary 
and bowel complaints, sore-throat and cough. 
On examination, she was a pale. Her built and height 
were average. She was well oriented in time, place and 
person. Her pulse rate was 70/minute, however radial 
pulses were difficult to palpate. Blood pressure was 
100/70 mm Hg, it was comparably more on right. She 
was afebrile and the respiratory rate was 16/minute. 
She had left sided upper motor neuron signs 
suggestive of hemiparesis. No sensory abnormality 
was noted. Right carotid and subclavian bruit present. 
Rest of systemic examination was unremarkable. Her 
hemoglobin was 9.5g/dl, white blood count 
10.4/mm3, platelets 450000/mm3, and ESR 58 mm Hg 
after 1 hour. Her CRP was 0.6 mg/dl Normal <0.5 
mg%).  
Acute infarction measuring 2×1 cm was noted in right 
parietal lobe on plain computerized tomographic (CT) 
scan brain. Carotid doppler ultrasound showed 
atherosclerotic changes in right and left common 
carotid artery with approximately 70% stenosis of left 
common carotid artery and 80% of right common 
carotid artery (Figure 1). CT angiography of neck and 
thoracic aorta showed thick walled arch of aorta with 
thrombosis at the origin of bilateral common carotid 
arteries and subclavian arteries with extensive 
collateral flow. Recanalizing of bilateral common 
carotid arteries at the level of upper pole of thyroid 
gland was also noted. These findings were suggestive 
of large vessel vasculitis likely Takayasu’s arteritis.  
Her renal, liver function tests, coagulation screen, 
CXR, ECG and echocardiogram were unremarkable. 
Antineutrophilic antigens (c and p), syphillus 
serology, anti nuclear antibodies were negative. Her 
ultrasound abdomen/pelvis was normal. She was iron 
deficient. 
During hospitalization she was initially hydrated, and 
aspirin, rosuvastatin, prophylactic heparin therapy 
instituted. Multi-disciplinary management was started 
with involvement of Cardiologist, Neurologist, 
Physiotherapist, and Rheumatologist. She was started 
on steroids (Prednisolone 1mg/Kg) along with calcium 
vitamin D supplementation. Mild improvement was 
noted during hospital stay of 1 week. She was 
discharged on request and is due for follow up visit. 
 
Discussion: 
Takayasu’s arteritis is an idiopathic vasculopathy. It 
commonly involves aorta and its branches. First case 
of Takayasu’s arteritis was reported by Mikito  
 
Takayasu in 1905. Globally Takayasu’s arteritis has 
been more frequently noted in Japan.2 Symptoms vary 
from individual to individual. In 15-50% cases 
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nonspecific symptoms like myalgia, fever, malaise, 
weight loss, arthralgia are noted. 10-30% have cardiac 
involvement. One third show anaemia. Brain 
involvement is present in 50% of cases. Stroke occurs 
in 10% of cases. Basal ganglia and watershed zones are 
the most frequently affected areas.1 Takayasu’s 
arteritis showing initial manifestation of stroke has 
been very rarely reported. Hence our case report 
stands apart. 
 
 
Figure 1: Carotid Doppler Ultrasound 
 
The exact mechanism behind the occurence of stroke 
in Takayasu patients remains unclear however, 
stenosis or occlusion or even regurgitation in aortic 
arch and branches are considered responsible for the 
impacts of Takayasu’s arteritis. Stenosis or 
embolization of intracranial vessels is hypothesized as 
cause of neurological manifestations in Takayasu’s 
arteritis.2 In Turkey 45 patients of Takayasu arteritis 
were followed, out of them 13% showed 
cerebrovascular complication. In a study of 142 
Takayasu’s arteritis patients from South Africa 20% 
showed cerebrovascular manifestations.3 
American College of Rheumatology proposed criteria 
for diagnosis of Takayasu arteritis in 1990 that include; 
1) age of onset <40 years, 2) extremities claudication, 3) 
decreased brachial artery pressure, 4) bruit over 
subclavian arteries and aorta, (5) blood pressure 
difference of more than 10mmHg, (6) aortograph 
abnormalities. Three of the above mentioned criterias 
are required to confirm the diagnosis of Takayasu 
arteritis having sensitivity of 90.5% and specificity of 
97.8%.2 Our patient fulfilled  four of these criteria i.e., 
1) her age was 22 years, carotid bruits were 
auscultable, blood pressure difference between both 
arms was >10mmHg, and aortographic findings were 
noted. 
Treatment of Takayasu is to manage acute vascular 
compromise by either thrombolysis or by means of 
surgical revascularization. Long term treatment 
includes glucocorticoids which are anti-inflammatory 
to reduce vascular inflammation and further 
progression of disease. Co-morbids should also be 
controlled. In case if steroid therapy fails then next 
step is to use immune-modulators like methotrexate, 
cyclophosphamide or azathioprine.4 Surgical 
intervention is needed when patient has symptomatic 
carotid artery disease or if the patient is having 
uncontrolled hypertension. Takayasu arteritis shows a 
good prognosis with 90% patients showing 10 years 
survival rate.1  
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